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F GO0 | INITIAL COMMENTS F 000
The annual Recertification Survey and
investigation of complaint #23008 and #24809
was conducted on June 7.9, 2010, at Uniteg
Reglonal Medical Genter Nursing Home. No .
deficlencies were eited undar 42 CFR PART
482,13, Requirements for Long Term Care
related to compiaint #23009,
F 224 483,13(c) PROHIBIT . F 224 3‘ 0
58=D| MISTREATMENT/NEGLECT/MISAPPROPRIAT F224 a3l
N
The facility must develop and implement written This facility maintains, reviews,
policies and progsdures that prohibit revises, and implements written
gﬁﬁmﬁpﬁp’;ﬁm?g ;t;u;e of rasniydents policies and procedures that prohibit
property. mistreatment, neglect, and abuse of
residents and misappropriation of
. resident property.
This REQUIREMENT s not met as evidenced The controlled substance record for
by: .
Baged on review of Controlled Substanves resident # 10 and 11 were faxed to
records, facility polioy review, and interview, the the pharmacy on 6/9/10 ang credits
facllity falled to prevant Misappropriation of were made as of that date,
:2;,‘:2::‘8“:':“{“' two (#10, #11) of sixtesn The policy related 10 borrowip g
swed, medications has been reviewed and
The findings included: revised as of 6/22/10 by the Assistant
Administrator. A new form wag
rz‘:gi:f ‘;f 1%%%22?3‘?;;“&;‘1&? record for received from‘ the pharmacy and
Hydrocadone-Apap (pain medication) 5-325 Implement_ed mto policy on 6/22/10
'| tablets were dispensed by the pharmaay to the by the Assistant Administrator, Al
facility on May 19, 2010, Continued review of the licensed nursing staff will be in-
gfﬂtggolj;;g .-féf;?nﬁ: ;cgngvﬁ;ﬂd ane tablet serviced by the Director of Nursing
administered to another resident on May 26, on §/25;’l 0 in regards to the revi sed
| 2010, policy.
[
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREYENTATIVE'S SIGNATURE TITLE (X6) GATE
Ao s A astealag
1y deficiency statems nding :v!lh an aslarisk () denotes a daficlency which the inetituion may ba excused from enracting praviding it is datetminad that

her safeguards provida suficiant prolaction to the patients. (See inslrrctions.) Except for Nursing homes, the findings stated above gre disclosable 20 days
Nawing the dete of survey whether or not 5 plan of comeciian is pravidad, Far nutaing homes, the abava #ndings and plane of correction are disclossble 14
ys foliowing the date thege documents ara made avaliskle to the facility. If deficlencles are cited, an approvad pian of eorrection s reqislta to continuad

dgram participalion,
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F 224 Continyed From page 1

Review of the Controlled Substances recorg for
revaaled thiriy Lorazepam

Controlied Substances record revedied ths
Lorazepam was adminlstered 1o anather resident
on the following days: May 31, 2010, June 2,3 4,
and 7, 2010,

Review of a second Controlied Substances
record for resident #11 revaaled thirty Lorazepam
0.6 mg., with instructions to tajke ona tabiet by
mouth daily, wara dispensed by the phermacy to
the facility on May 21, 2019, Continued review of
the Controlied Substances record revealed the
Lorazepam was administered to snother rasident
on the following days: Juna 2,3,4,8,and7,
2010,

Review of the facility's policy Borrowing Narcotic
cations revealed "t js the policy of United
Regional Medical Center to assure that residents
recelva their medications In a timely manner,
Aithough borrowing narcotio Medications from
rasident to residant strongly
discouraged...when alf other possthia options
have been exhaystad the following procedure fe
to be utilized: it alf options have baan exhausted,
and the mediecation in question cannat be
acquired for the resident in 3 timely manner...then
and only then shold the facility borrow a
medication. Tha borrowed m

borrowed from and wharm it was botrowed for.
The pharmacy will work with the facllity as

F 224 Daily audits will accur by the
Administrator or her designee.
Audits will occur five times per
week times four weeks then weekly
to ensure compliance. The results of
these audits wil] be reported to the
QA Committee quarterly by the
Director of Nursing, The QA
Committee wi)) make
recommendations and develop an
action plan if areas of
noncompliance are noted. The QA
Committee meets quarterly and _
consists of the Administrator, DON,

" Assistant Administrator, MDS ’
Coordinator, Medical Director,
Social Services, Activity Director
and others as indicated.
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F 224 Continued From page 2
indicated to ensure that ths resident from whom it
was horrowed is properly cradited,..”

Reviaw of the facility's paolicy Resident Protaction
Suspected Abuse Investigation & Reporting

ar wrongful, temporary or permanent use of 2
resident's belongings or mohey without the
rasident’s consent..." :

Interview on June B, 2010, at 12:55 p.m,, with
Registered Nurse (RN) #1, in the Director of
Nursing's offics, confirmed RN #1 had borrowed
the-Hydrocodone-Apap 5-325 and Lorazepam on

‘| regident #11, i

Interview on June B, 2010, at 1:00 p.m., with the
facility'a Pharmacist, at the nursing station,
confirmed resident #10 and#11 had not been
credited for the borrowad medications.

Interview on June 8, 2015, at 9:00 am,, with the
Adminlstrator, at the nursing station, reveglad the
pharmacy had credited resident £10 and #11 for
the borrowed medications on June 9, 2010,
Complaint #24809,

483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

F315
§5=D

Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facility without an
Indwelling catheter is not catheterized unless the
resident’s clinical condition demonsirates that
catheterization wag necessary; and 2 resident

F 224

F 315

F315 Tazko
This facility does engure that when 2

resident enters the facility without an

indwelling catheter, the resident js

not catheterized unless his/her

clinical condition demonstrates that
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who is incontinant of bladder receives appropriate

treatmant and services to pravent urinary tract
infections and to restars as much normal bladder

function as possible,

This REQUIREMENT ig not met as svidanced
by.

Besed on madical reorg review, on,

raview of facility policy, and intervisw, the faoility
falted to provige apprapriste incontinence care for
one (¥2) of sixteen residents raviewed.

The findings Inclhsded:

Resident #2 wag admitted to the facility on
Septembar 21, 2004, with diagnoses including
Urinaty Tract infection, Urinary Retention,
Anemia, Diabetes, and Alzheimer's Diseage,

Medical record review of the Minimum Datg Set
(MDS) dated May 19, 2010, fevealed the resident
had maderately impeired cognitive skills, was
frequently incontinent of bladder, occasionally
incontinent of bowel, and had axperenced o
Lirinary Tract Infaction in the past thirty days,

Medical record review of 4 laboratory raport dated
February 16, 2010, revesied the resident had g
positive urine culture, and the causative organism
was Escherichia coll, Medical record review ofa
physician's order dated February 17, 2010,
revealed an order for Macrobid (anthHinfective)
100 mg. {milligrams) twice a day for seven days,
for treatment of the Urinary Tract Infection,

Observation on June 8, 2010, at 1:35 p.m.,
, revealed Certiflad Nursing Assistant (CNA) #1
, providing incontinence carg to the resident.

catheterization was necessary. Also,
a resident who is incontinent of
bladder receives appropriate
treatment and services to prevent
urinary tract infections and to restore -
as much normal bladder finction as
possible.

Resident # 2 wag assessed by the
Director of Nursing on 6/25/10 with -
10 adverse affect related to the peri-
care given on 6/8/1().

Policy and care plan revisions related
to peri-care were completed on _
6/21/10 by the Assistant !
Administrator and MDS >'
Coordinator, ;
All direct care staff were n-serviced :
on 6/24/10 and 6/25/10 by the
Director of Nursing regarding the
policy and procedures for proper
peri-care. :
Competency check offs on al] direct '
patient care staff wili be completed
by 7/23/10 by the Director of
Nursing or her designee,

Daily monitoring will oecur five
times per week times four weeks

then weekly times four weeks, and
then random to ensure compliance,
The results of these audits will be
reported to the QA Committee .
quarterly by the Director of Nursing,
The QA Committee wil| make

F 318

!
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Observation rovealed CNA #1 wet threa wash
cloths with water, posttioned the resident on the

Continued obsarvation reveslad g protective
ointment wag applied to the skin, and g claan
disposable brisf was appiied.

Review of the facility’s policy Perinea Care
reveaied"...1t is the policy of United Regional
Nursing Home to assure that sach indvidet
rasident raceivas proper perines|
care...Separate...labig With one hang, spray with
Pefi-wash and wash with tha other, using gantle
downward strokes from fhe front to the back of
the perineum to prevent intestingi organisms from
contaminating the ursthra pr vagina. Avoid the
area around the anus, and yse a clean section of
washeloth for each stroke by folding each used
séction inward. Thig Prevents ths epraad of
contarninated sacretions ar discharge. Peri-wash
nt that doasn't require rinsing, In
the event of 2 bowa) Movement, turn the rasident
on their sida...ang praceed in the sama manner,
starting at the postarior vaginal opening and
wiping front to back removing excess feceg first,
then cleaning front ta back with peri-wash "

Interview on June 8 2010, at 1:50 p.m., with CNa
#1,'in the hallway, confimed the resident's
incontinence care was Completed with wash
cloths wet with water only,

Interview on June 8, 2010, at 3:10 p.m., with the

action plan if aregs of

SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION %0
AREEn \EAGH DEFICIENCY MUST BE PRECEDED By puyL PREFIX (EACH CORRECTIVE AGTION EHOULD BEE oy
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) 1AG cnoss-nsrenegg’ggéo THE APPROPRIATE TE
F 315 Continued From page 4 F315) recommendations ang develop an

noncompliance are noted, The QA

Commiittec consists of the

. Administrator, DON, Assistant
Administrator, MDS Coordi nator,
Medieal Director, Socia] Services,
Activity Director and others ag

indicated.
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F 316/ Cantinued From rage 5
Director of Nursing (DON), in tha DON's office,
confirmed peri-wash is to be used when
incontinence care is providad, and canfired the
resident did not racelve appropriate incontinence
care.

483.65 INFECTION CONTROIL, PREVENT
SPREAD, LINENS

The facillty must establish and maintain an

infection Control Program designed to provide a
safe, sanitary and comfortable snvironment and
to help prevant the devalopment and transmission
of disease and infaction,

F 441
S8=D

{2) Infection Contraf Program

The facllity must establish an Infection Control
Program under which it -

(1) Investigates, conirols, and pravents infections
i the facility;

(b) Preventing Spread of Infection

(1) When the infection Control Program
determines that a resident needs isolation to
prevent the spread of Infection, the facilty must
Isolate the rasident .

(2) The facfiity must prohibit employees with a
communicable disease or infected sKin lesions
from direct contact with residents or their food, if
direct cantact win transmit the disesge.

(3) The facility muyst require stoff to wash thair
hands after aach direct resident contact for which
hand washing is indicated by accepted
professienal practice,

/ (¢) Linens !

F 315

F 441])
i Fd4]
i
| This facility has established,
reviewed, revised and maintains an
Infection Control Program designed -
to provide a safe, sanitary and
comfortable environment to help
prevent the development and
transmission of disease and

infection,

Resident # 2 has been assessed and
suffered no adverse affect from LPN "
#1 not performing wound care per .
facility protocol, All licensed
nursing staff will be in-serviced on
6/25/10 by the Director of Nursing
regarding wound care policies and
procedures, _=
Skills competency will be completed:
on all licensed nurses by 7/23/10 by -
the Director of Nursing or her
designee,

Daily monitoring will occur five
times per week times four weeks
then weekly times four weeks, and
then random to ensure comipliance.

i

[r——
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F 441 i :
| Continued From page 6 Faarl ., results of these checks wil] be
! Personnel myst handle, store, process and rted to the QA C it
fransport linens o as to prevent the spread of reported to the Q ommittee
. quarterly. The QA Committee will

infection,
: make recommendations and develop:

an action plan if areas of
noncompliance are noted. The QA
Committee meets quarterly and
consists of the Administrator, DON,.
Assistant Administrator, MDS :
Coordinator, Medical Director,
Social Services, Activity Director
and others as indicated.

This REQUIREMENT is not mat as evidenced
by-

Based on observation, facility poiicy review, and
Interview, the Tacility falled to énsure staff washad
the hands duning a dressing changs for ong (#2)
of sixteen residenty raviswed,

The findings includeg:

Review of the facllity's policy Drassing Change
Guidelines revealad "...Treatment
Protedure.. Don gloves, ramove sofleqd
dressings...remove gloves, wash hands...don
gloves, ulilizing aseptic (clean) technique molsten
gauze pad with wound cleanser or normat saline,
Clean wound., if applicable, meastire the
wound...Remova goves ang discard in
appropriate recepiacle, wash hands. Don gloves
for topicatfdressing applicafion utilizing asaplic

J] technique,,.”
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F 441 | Continued From page 7

Interview on June 8, 2010, at 2:05 p.m., with LPN
#1, In the haliway, confirmed the hands were not
washied after removing the salled dressing, and
after cleansing the wound prior to applying
ointment and a ¢lean dressing,

483.75(1)(1) RES
RECORDS~COMPLETE!ACCURATE!ACCESSIB
LE :

The facility must maintain clinical records on each
resident in acoordance with accepted profassiona)
standards and practices that arg complete:
sccurately documented; readily accesgsibie; and
systematically organizes. -

The clinleal racord must contain sufficient
infarmation to identify the resident: a record of the
resident's assesaments; the plan of care and
services provided; the resufts of any
preadmission screening conducted by the State;
and progress notas,

F 514
§8=D

T3\

This facility maintaing clinical
records on each resident i
accordance with accepted
professional standards and practices '
that are complete, accurately _
documented, readily accessible, and :
Systematically organized,
Resident # | was assessed on 6/25/10:
by the Director of Nursing and .-
suffered no adverse affect related to
the missed fentanyl patch change.
All licensed nursing staff were 1.
serviced on 6/25/10 regarding
medication administration,
Monitoring of pain patch changes
will aceur five times per week then
weekly times four weeks, and then
random to ensure compliance,

The results of these checks will be
reported to the QA Committee
quarterty. The QA Committee will
make recommendations and develop
an action plan if areas of |

l
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This REQUIREMENT is not met as evidanced
by:

Based on medieal racord review, facility
document raview, and staff interdew, the facility
failed to document the administration of a
Fentanyl patch (pain medleation) for ong {#1) of
sixteen residants ravigwad. :

The findings Included:

Medical record ravealed resident #1 was admitted
to the facility an Novembasr 30, 2007, with
diagnoses including Chronie Peptic Ulcer,
{ Cellulitis of Trunk, Respiratory Failure, .
! Cangestive Haart Failure, Aizhelmers Disgase,
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Continued From page 8
Dementia, and Peripheral Vaseulor Disease.

F 514

Review of the Minimum Data Set dated February,
1, 2010, reveaied the resident exparisnced
Moderate pain dally of incision site, soft tissue
pain and other sites,

'| Review of the Recapitulation physician orders .
dated April 2010, revealed "Fentanyl 28 MCG/HR
(microgram per hour) patch apply 1 patch

‘[ topically every 72 hours (for pain) remova old

patch

Review of the April 201 0, Medication
Administration Recard (MAR) revealed no

| documentation of the fentanyl patch application
on April 17, 2610. Further raview of the reverse
side of the MAR record ravaaled no axplanation

! for the iack of administration of the fentanyl patch
on April 17, 2010, Further review of the MAR
revegled pain assessment monitaring from April
17 through 20, 2010, Review of the pain

pain lsvel as "none” for All thrae shifts,

Review of the facility form entitled Controfied
Substances for residant #1 ravealed no
documentation of tha fentany! pateh had bean
removed from Inventory for application.

Interview with the Director of Nursing, on June 8,
2010, at 5:05 p.m., at the 800 hall nursing station,
confirmed the MAR |acked documentation of the

application of tha fantanyl patch on April 17, 2010.

Further interview confirmed the fantanyl paich
had not been removed from inventory for
application on Apri 17, 2010 after reviewing the
‘Contralled Substances record,

moitoring from April 17 to 20, 2010 revealed tha

noncompliance are noted. The QA
Committee mects quarterd y and
consists of the Administrator, DON,
Assistant Administrator, MDS '
Coordinator, Medical Director,
Social Services, Activity Director
and others as indicated.
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